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ABSTRACT 


Nearly 18 % tuberculosis patients have only extrapulmonary manifestations. Tuberculosis of the breast is an uncommon 
disease even in countries where the incidence of pulmonary and extrapulmonary tuberculosis is high. It accounts for less 
than 0.1% of breast conditions in developed countries, but reaches 3-4% in regions where the disease presents with high 
incidence (India, Africa). The significance of mammary tuberculosis is due to very rare occurrence and usually mistaken 
identity with breast cancer and pyogenic breast abscess. Radiological imaging is not diagnostic. Diagnosis is based on 
identification of typical histological features or the tubercle bacilli under microscopy or culture. This disease can present a 
diagnostic problem on radiological and microbiological investigations, and thus a high index of suspicion is needed. This 
review is based on the discussion on the important issues relating to the diagnosis, clinical features, and management of 
breast tuberculosis. 
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presented to our hospital with history of multiple 
lumps and sinuses over right breast for ten months. 
She had no history of breast carcinoma in family. 
Patient was having complaint of fever with cough 
and expectoration. Chest x ray showed no active 


INTRODUCTION 


Tuberculosis is caused by Mycobacterium 
Tuberculosis and affects primarily the lungs. Breast 
tissue is remarkably resistant to tuberculosis. This is 





due to fact that it gives infertile environment for 
survival and multiplication of tubercle bacilli like 
skeletal muscle and spleen Scrofulous swelling of 
the bosom is the description given by Sir Astley 
Cooper who recorded first ever Breast 
Tuberculosis.!'7!_ Tuberculosis of the breast is 
extremely uncommon in developed countries. It is 
however more frequent in developing nations.!*! 
Mammary tuberculosis may be primary or secondary 
and there are three modes of spread: hematogenous, 
lymphatic, or direct spread.'! Breast tuberculosis is 
newly classified as nodular, disseminated, and 
abscess varieties. The nodular form is_ the 
commonest.)! 


CASE SERIES 


We report a case of 28 year old female who 
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signs of tuberculosis. Patient had past history of 
pulmonary tuberculosis nine year back. On 
examination two lumps were felt, one in the upper 
outer quadrant and another around the areola on the 
medial side. The nipple retraction was present with 
purulent discharge from the nipple. There was no 
lymphadenopathy in axilla and cervical region. 
Erythrocyte sedimentation rate was _ raised. 
Mammography showed well defined opacity near 
nipple approximately 5.5 cm in size. 
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Breast sonography revealed heterogenous irregular 
big mass measuring 7.12 cm*2.82 in the right 
breast? Resolving abcess. 


No improvement in the symptoms was seen after 
antibiotic course. Culture report of pus showed no 
pyogenic growth. Then FNAC of right breast mass 
was performed which revealed necrotizing 
granulomatous pathology showing well formed 
granulomas with caseous necrosis in back ground 
and sheets of neutrophils. 





The patient was put on anti tuberculosis therapy for 
nine months with injection streptomycin. The 
symptoms improved very well Lumps started to 
dissolve, the discharge was decreased in amount. 
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CAS E2 

A 25 year old female presented to our hospital with 
history of lumps and sinuses over right breast for 5 
months. Patient had complaint of low grade fever for 
6 months. Chest X-ray showed no abnormality. No 
AFB bacilli were seen on sputum smear 
examination. Patient had no history of tuberculosis 
in past. On examination a big lump was present over 
upper outer quadrant of right breast with redness of 
overlying skin and was tender to touch. There was 
no nipple retraction . No discharge from nipple was 
present. Labortary investigations showed raised 
erythrocyte sedimentation rate 90mm/hr 
Heamoglobin was 10.9g/dl, WBC count was 7600 
with polymorphs 51%, lymphocytes 45%. liver 
function test and Renal function test were within 
normal range. HIV was non reactive. Ultrasound 
right breast revealed large hypoechoic area 6.8cm 
*5.4cm with skin breech at 2 -3 placesin the 
muscular plane of right upper-outer quadrant of 
breast with increasesd vascularity in right breast 
?abscess. An enlarged lymph node was observed in 
in the axilla. Right Breast mass biopsy was done 
which showed collection of acute and chronic 
inflammation infilterate consisting of neutrophils, 
epitheloid cells, lymphocytes, few plasma cell and 
other features of granulomatous pathology. 





Patient was put on ATT and patient responded to the 
treatment very well. Size of lump was reduced 
significantly after only 4 month of therapy. 


CASE 3 

A 50 year old female presented to our hospital with 
history of lump over inferolateral quadrant of right 
breast for 2 months. Patient had complain of 
generalized weakness and low grade fever for 2.5 
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months. Patient had no past history of Tuberculosis. 
Contact history of tuberculosis was present in the 
family, patient’s father had history of pulmonary 
tuberculosis 2 years back. On examination a lump 
was present in the inferolateral area of right breast 
with active discharge and sinus formation and 
ulceration of skin was also present. It was not tender 
to touch. There was no sign of nipple retraction. 
Erythrocyte sedimentation rate was raised. HIV, 
HCV were non-reactive. heamoglobin was 9.6 
gm/dl.TST was highly reactive. Chest xray showed 
no abnormality. Sputum smear for AFB was 
negative. FNAC of right breast lump was performed 
which revealed epitheloid cells clusters and 
multinucleated gaint cells along with an occasional 
cluster of benign appearing ductal epithelial cells 
and features were suggestive of granulomatous 
mastitis . 


Patient was put on Anti tubercular treatment. After 
few months of therapy patient improved 
symptomatically, lump started dissolving, discharge 
was decreased. 


CASE 4 

A 40 year old female presented to our department 
with history of lump and sinuses over left breast for 
4 months. Patient had complaint of discharge from 
sinus and evening rise of low grade fever for 4.5 
months. Chest Xray showed no abnormality. Sputum 





for AFB was negative. TST was highly reactive.On 
examination, a lump was present of upper inner 
quadrant of breast near areola, with ulceration, sinus 
and redness of skin and discharge was present . No 
nipple retraction owas present. Labortary 
investigation showed raised ESR, with value 70 
mm/hr. heamoglobin was 9.0 gm/dl. Liver function 
test and renal function test was within normal limit. 
HIV was non reactive. Random blood sugar was 
within normal limits. FNAC of lump was done, and 
histopathological studies showed numerous well 
formed granuloms composed of — chronic 
inflammatory infilterate chiefly lymphocytes with 
few plasma cells and many langhans type of gaint 
cells occasional foci caseation necrosis was noted. 
Anti tuberculous therapy was started , due to which 
patient improved very well symptomatically. 
Discharge was reduced and skin was healed. Lump 
was reduced in size. 





CASE 5 

A 26 year old female presented to our department 
with history of lump and pain over upper outer 
quadrant of right breast for 2 months . She had 
another similar swelling over the anterior axillary 
fold on the right side. Patient had complaint of fever 
with rigors and chills for one and half month. Chest 
Xray showed no abnormality. Sputum for AFB was 
negative. TST was highly reactive.On examination , 
a lump was present of upper outer quadrant of breast 
and near anterior axillary fold , with no ulceration, 
sinus and redness of skin and discharge was present . 
No nipple retraction was present Labortary 
investigation showed raised ESR. heamoglobin was 
10.7 gm/dl. Liver function test and renal function 
test was within normal limit. HIV was non reactive. 
Random blood sugar was within normal 
limits FNAC of lump  was_~ done, and 
histopathological studies showed well formed 
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granulomas in the background of _ chiefly 
lymphocytes with plasma cells and multinucleated 
gaint cells , features suggestive of granulomatous 
pathology. Anti tuberculous therapy was started, due 
to which patient improved’ very _ well 


symptomatically. Lump started dissolving and fever 
subsided. 





CASE 6 

A 17 year old female presented to our hospital with 
history of lumps over lower quadrant of right breast 
and lower chest wall on the same side for 6 months. 
Patient had complaint of on and off low grade fever 
for 6 months. Chest X-ray showed no abnormality. 
No AFB bacilli were seen on sputum smear 
examination. No past history of tuberculosis was 
present. On examination a big lump was present 
over lower outer quadrant of right breast without any 
redness of overlying skin . There was no nipple 
retraction. No discharge from nipple was present. 
Labortary investigations showed raised erythrocyte 
sedimentation rate 80mm/hr . Heamoglobin was 
9.4¢/dl. Liver function test and Renal function test 
were within normal range. HIV was non reactive. 
Biopsy of lump was done which showed background 
of granular caseous necrotic material, few necrosed 
lymphoid cells, histiocytes, epitheloid cells, 
multinucleated gaint and other features of 
granulomatous pathology. 
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DISCUSSION 


Mammary tuberculosis usually affects the women of 
mainly reproductive age group. The history of the 
presenting symptoms in breast tuberculosis is 
usually less than a year but varies from few months 


to several years.'°’! The risk factors for tubercular 
mastitis are multiparity, trauma, past history of 
suppurative mastitis, lactation and AIDS.'*"! In 
pregnant and lactating women, the breast is vascular 
with dilated ducts, predisposed to trauma making it 
more susceptible to tubercular infection.!!°!!! — It is 
believed that breast infection is usually secondary to 
a tuberculous focus somewhere else such as 
pulmonary or lymph nodes, which may not be 
clinically or radiologically noticeable.!! In our 
patients, no one had any abnormality on chest Xray ; 
all the patients had reactive Tuberculin test with 
1TU of PPD-RT-23. Only one had an ipsilateral 
axillary lymphadenopathy, although, we do not have 
the idea whether the axillary lymph node was 
secondary to the breast tuberculosis or the axillary 
lymph node was the primary site of infection. Breast 
tuberculosis most commonly presents as a lump 12 
in the central or upper outer quadrant of the 
breast.'!3! In our patients the lumps were present in 
the upper outer quadrant and central around the 
axilla. Nipple discharge was present with nipple 
retraction in one patient. Second patient showed the 
skin changes over lump. Breast tuberculosis most 
commonly present in nodular form. Our both 
patients presented with multiple lumps that fits in 
nodular form of mammary tuberculosis. It may be 
difficult to differentiate from carcinoma carcinoma 
breast.!!4!5! The gold standard diagnosis of 
tubercular mastitis is by bacteriological culture of 
breast tissue or by ZN stain.'*! Only in 25% of cases 
tubercular mastitis, bacilli are isolated and acid fast 
bacilli are seen in only 12% of cases. So 
demonstration of caseating granuloma from breast 
tissue and involved lymph nodes may be sufficient 
for the diagnosis.&!!!° Diagnosing mammary 
tuberculosis at early stage is often a challenge for 
clinicians, it requires microbiological or radiological 
confirmation of lesions to establish the diagnosis of 
tuberculosis. Fine Needle aspiration cytology 
(FNAC) is the most commonly used initial method 
for diagnosis of breast tuberculosis. In our patients 
also FNAC of breast mass was proved the test of 
choice for diagnosing the _ tuberculosis. 
Approximately, 73% of breast tuberculosis can be 
diagnosed on FNA cytology when both epithelioid 
cell granulomas and necrosis are present.!"”! 


CONCLUSION 


Tuberculosis of breast is considered as the great 
mimicker. It can also present a diagnostic problem 
on radiological and microbiological investigations. 
Thus high index of suspicion is needed while 
managing such cases. 
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